addition, age and coronary artery disease was associated with MI on univariable analysis. On multivariable analysis for POMI, coronary artery disease (odds ratio [OR], 5.42; 95% confidence interval [CI], 2.09-14.06; P < .001) and postoperative transfusion (OR, 4.9; 95% CI, 1.92-12.49; P < .001) were both significant; however, intraoperative transfusion was not (OR, 1.37; 95% CI, 0.49-3.83; P ¼ .55). On multivariable analysis, postoperative death was associated with increasing age of the patient (OR, 1.08; 95% CI, 1.01-1.15; P ¼ .017), and statin use was highly protective (OR, 0.26; 95% CI, 0.095-0.74; P ¼ .012), but intraoperative or postoperative transfusion was not associated with death after adjustment.
Objective: The Internet, in the form of professional websites, profiles, listings, and social media, has become a critical tool for patients to use in selecting vein practitioners. The American College of Phlebology is a professional organization of vein providers that maintains a database of approved practitioners. We hypothesize that there are discrete differences in quantity and quality of vein practice websites between those with a large digital footprint and those without.
Methods: A total of 1351 practitioners are listed in the American College of Phlebology database. In January 2018, we selected all vein practitioners with an MD or DO for examination in three of the largest states in the database: California, Texas, and New York. A practice was considered to have a large digital footprint (large DF) if it had one of the following online platforms listed on its website: Facebook, Instagram, Twitter, or YouTube. All provider websites were examined for demographic information, content, and procedures provided.
Results: Of the 249 vein practitioners in the database, 148 (59%) had dedicated websites linked to their profile. Of the large DF websites, 98% of them had a Facebook link, 64% had a Twitter link, 49% had a YouTube link, and 28% had an Instagram link. There were no differences between the large DF and small DF practice characteristics, including e-mail link (34% large DF vs 28% small DF; P ¼ .54), practitioner picture (96% vs 88%; P ¼ .22), board certification (82% vs 72%; P ¼ 0.23), before and after patient pictures (74% vs 69%; P ¼ .67), female sex of patients shown (32% vs 42%; P ¼ .32), mention of midlevel providers (49% vs 30%; P ¼ .26) and female sex of midlevel providers (46% vs 33%; P ¼ .24). Of 63 sites with a mention of midlevel providers, 64% showed an all-female staff. There was no difference in terms of radiofrequency ablation (46% vs 53%; P ¼ .18), laser (72% vs 61%; P ¼ .30), or sclerotherapy (89% vs 83%; P ¼ .40), respectively, for large DF vs small DF. Large DF websites were more likely to have other cosmetic procedures offered (39% vs 8%; P ¼ .0004).
Conclusions: In our sampling of large DF vs small DF vein practice websites, there were similar demographics, content, and procedures described. Interestingly, larger DF websites were more likely to describe other cosmetic services. These data should inform the vein provider community of the paucity of online materials provided to patients and a potential need to train providers in these types of outreach methods to patients, especially in terms of a digital footprint.
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A Fatal Cause of Hematuria
Edwin C. Cheung, Anthony Feghal, Selena Goss, Dawn Salvatore, Paul DiMuzio, Babak Abai. Thomas Jefferson University, Philadelphia, Pa
Objective: Ureteral-arterial fistulas are a rare and life-threatening source of hematuria. They are caused by inflammatory and fibrocystic changes that become erosive defects between the ureter and adjacent iliac arteries. They occur more frequently in women and are associated with pelvic irradiation, ureteral and arterial manipulation, malignant disease, and pelvic or abdominal surgery. Here we describe one case and review five cases of endovascular repair.
Methods: We reviewed five cases of ureteral-arterial fistulas treated during the last 7 years at a single institution (Table) .
Results: A 70-year-old woman with a history of cervical cancer status post total abdominal hysterectomy and external beam radiotherapy developed bilateral ureteral strictures requiring chronic bilateral ureteral stenting. She had a history of a right ureteral-arterial fistula 7 years ago that was treated with coil embolization of the right internal iliac artery and a covered stent from the common iliac to the external iliac. She was transferred from an outside hospital after gross hematuria was noted during the removal of the left ureteral stent, raising suspicion for a ureteral-iliac fistula. Ureteroscopy showed pulsatile bleeding below the pelvic brim, and a balloon was inflated in the Conclusions: The endovascular approach to repair of ureteral-arterial fistulas can reliably produce good outcomes. However, infection remains a major pitfall to endovascular repair. In the setting of infections with previous endovascular repair, it is advisable to remove all prosthetics, to ligate the ipsilateral iliac artery, and to perform a femoral-femoral bypass.
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IP241. Adherence to Recommended Imaging Surveillance of Acutely Presenting Stanford Type B Aortic Dissections
Sachin Doshi, Naomi Eisenberg, Shawn Bailey, Ganesan Annamalai, Graham Roche-Nagle. University of Toronto, Toronto, Ontario, Canada
Objective: Acutely presenting Stanford type B aortic dissections (TBADs) primarily receive medical or endovascular management and require lifelong imaging surveillance. Only computed tomography and magnetic resonance imaging adequately assess early indications of fatal developments. For both management strategies, guidelines recommend imaging at months 1, 3, 6, and 12 after discharge from initial admission and annually thereafter. This study aimed to evaluate adherence to recommended imaging surveillance for newly presenting TBAD patients at a tertiary hospital.
Methods: A retrospective review of patients presenting with a new, acute TBAD between January 2010 and March 2017 was performed. Demographics of the patients, TBAD admission details, and medical histories were obtained from an electronic chart review. Computed tomography and magnetic resonance images were reviewed, and aortic sizes were measured by a single operator. Patients without TBAD surveillance imaging for >15 months were considered lost to follow-up. Overall follow-up (imaging every <15 months) and adherence to recommended surveillance (1 month, 3 months, 6 months, 12 months, and annually) were analyzed using Kaplan-Meier graphs. Log-rank analysis assessed factors increasing risk of poor follow-up and adherence to guidelines.
Results: Sixty-two patients (38 male, 24 female) were included. At the time of initial admission, median age was 62 years, and median aortic diameter was 44 mm. Median duration of overall follow-up was 24 months.
Kaplan-Meier analysis of overall follow-up, censoring death and external follow-up, indicated follow-up rates of 87.1% (standard error, 4.3%) at 1 month and 3 months, 85.2% (4.6%) at 6 months, 77.5% (5.6%) at 12 months, and 63.8% (8.1%) at 60 months (Fig 1) . However, similar analysis of adherence to recommended imaging interval guidelines revealed compliance of 10.9% (standard error, 4.2%) at 3 months, 8.7% (3.9%) at 6 months, and 0.0% (0.0%) at 12 months (Fig 2) . Log-rank analysis indicated that specialty arranging follow-up, medical (n ¼ 24) vs surgical (n ¼ 38), did not have an impact on overall follow-up or adherence to recommended guidelines. Similarly, patient's distance to the hospital, medical vs endovascular intervention, initial dissection size, smoking history, or additional medical/demographic characteristics did not affect these outcomes.
Conclusions: At our institution, overall follow-up of TBAD is satisfactory; however, the frequency of imaging surveillance does not adhere to published, recommended guidelines. This concerns all TBAD patients and no subset in isolation. Imaging surveillance with stricter intervals can improve the quality of patient outcomes. This presents an opportunity for education on recommended guidelines and implementation of a protocol to notify physicians when imaging is recommended, especially in the era of linked health care payment to quality measures.
Author Disclosures: G. Annamalai: Nothing to disclose; S. Bailey: Nothing to disclose; S. Doshi: Nothing to disclose; N. Eisenberg: Nothing to disclose; G. Roche-Nagle: Nothing to disclose. Objective: The Society for Vascular Surgery defines a vascular surgeon as an individual versed in all modalities of treatment for the vascular system. What exactly is included in this definition remains unclear to the lay public and, more important, to other health care providers who may not know to whom to refer their patients. Our goal is to illustrate the clinical picture of a vascular surgeon and how it has evolved during a decade at a tertiary care center and thereby help define the specialty for the purposes of branding and clarifying goals for training programs.
IP243. The Picture of a Vascular Surgeon
Methods: Billing records were available and obtained for patients treated by our vascular surgery faculty from 2003 to 2014. Procedure codes were grouped into categories, and the population of patients was assessed on the basis of age and sex.
Results: Our average academic vascular surgeon completed between 1000 and 1400 cases per year, which increased significantly over time 
